Authors' reply We thank Jaworski et al for their interest in our article 1 and greatly appreciate their valuable comments. Fungal endocarditis is increasingly encountered worldwide and poses a problem greater than ever. We fully agree with their assessment of the "hit fast, hit hard'" strategy as the only method against this fatal menace and this was emphasized in our article as well.
Also in the pediatric population, the Candida species are the prime etiologic agents. However, C. parapsilosis accounts for the majority of cases in most contemporary series. In a large series of 221 patients with fungal endocarditis, over 61% of cases were due to C. parapsilosis, while the main etiologic agent in adults, C. albicans, was implicated only in 27% of cases. 2 Furthermore, in almost all reported cases of survival, surgical management was necessary to supplement antifungal medical therapy and, hence, it was concluded that in most cases a surgery is obligatory and should be performed as early as possible.
There is a lack of scientific evidence for the efficacy of prophylaxis of infective endocarditis (IE). Since the publication of the 2009 European Society of Cardiology (ESC) guidelines (including the latest 2015 ESC guidelines), antibiotic prophylaxis has been downgraded and is recommended only in patients with the highest risk of IE. 3 Pediatric patients with the highest risk of IE include those with homografts, history of IE, untreated cyanotic congenital heart disease, and those with congenital heart disease who have
To the editor In the July / August 2019 issue of Kardiologia Polska (Kardiol Pol, Polish Heart Journal), Ammannaya and Sripad 1 presented a review of current knowledge on fungal endocarditis in adult patients. In our opinion, this is a very important issue. The strategy of "hit fast, hit hard" may be the best option for all patients who develop fungal endocarditis or invasive fungal infection, especially after a cardiac surgery.
We would like to ask the authors of the article for additional information regarding the pediatric population. Not only fungal endocarditis but also invasive fungal infections caused by a variety of fungal species are becoming an increasing problem worldwide. Candida are the most common fungal pathogens that have been reported to complicate surgical treatment in children with congenital heart diseases. In particular, the Candida species have become the seventh most frequent cause of nosocomial sepsis in children. 2, 3 However, currently, species other than C. albicans are detected more often.
Apart from that, we would like to ask the authors what they think about antifungal prophylaxis: are there any indications for this, and if so, what group of patients should be targeted then? 
Article informAtion

L E T T E R T O T H E E D I T O R
Fungal endocarditis in children and antifungal prophylaxis postoperative palliative shunts, conduits, or other prostheses. Ağin et al 4 reported the following to be risk factors for the development of Candida infections in the pediatric intensive care unit (ICU): a longer stay in the pediatric ICU, mechanical ventilation, a central venous catheter, and total parenteral nutrition. Given that fungal IE is an increasing problem in the ICU-with Candida IE occurring significantly more often in patients hospitalized in the ICU than those who were not-there should be a high index of suspicion for fungal IE in the ICU setting, particularly if a patient does not respond to empirical antimicrobial therapy. Therefore, we believe that any decision on implementing antifungal prophylaxis should be made on a case -by -case basis, considering a high -risk status along with other major predisposing factors such as a long ICU stay (>21 days), lack of response to empirical antimicrobial therapy, or diagnosis of other immunocompromised conditions. Aseptic precautions are obligatory when manipulating a venous catheter and performing invasive procedures in order to reduce the rate of healthcare--associated IE. Although prophylaxis should be restricted to high -risk patients with major predisposing factors, preventive measures should be maintained or extended to all patients, in particular to those with a pre -existing cardiac disease or prostheses.
